M erely a week ago, I received a stark reminder from our production manager that my editorial was overdue. This unwelcome intrusion came in the midst of a chaotic week featuring too many patients and not enough time. Nothing like overwhelming those already over the edge… During my tenure as editor and a previous stint for another journal, I generally looked forward to the time for composition. It never took me long to capture a theme. I always had "issues" that I wanted to expunge from my professional soul. This time was different! I scrambled around for topics that I thought needed attention and came to the realization that I had no more one-man crusades in the depot. Perhaps my angst was heightened because there were still 13 undictated charts, most of them complicated cases, and some of them my own doing. My wait list was expanding, my remarkably healthy father was in town to celebrate his 89 th birthday and a failed irrigation system put an abrupt end to an entire crop of tomatoes. My mind was a vortex of chaos, bewilderment, desperation, and self-doubt. I convinced myself that there had to be a better way, particularly closer to the end than the beginning of my career. Yet, there were no solutions within easy reach.
When I realized that there were no more ripe editorial themes, and after the sense of panic subsided, I reflected on the effect of the previous editorials. There are still products being peddled to solve problems that don't exist. There are still speakers at meetings without any literary pedigree on the subject, so on and so forth. My writings ostensibly, did not change a thing. No topics, no palpable change so perhaps it was time to stop? Was this the prelude to the end of my editorship?
What about my chaotic, over-subscribed clinical practice full of misadventures, complex problems and some unhappy patients? As I was sitting at my desk the day after I was alerted to my editorial deadline a retired general surgeon came to visit, as he was bringing a family member in to see one of my partners. Prior to his departure we had many conversations about the end of clinical practice. We often discussed how we would know it was time to quit. Both of us shared the sentiment that we should stop operating when our skills started to deteriorate. We also agreed that most surgeons get better with time, in part because of repetition, and partly because of wisdom gained from the increasing volume of complicated cases that few others are willing to take. We realized that the dichotomy of declining skills vs. increasing competencies would not be reconciled easily. He retired at the top of his game, with more room for improvement. He told me that I should do the same. I am sure that neither of us would recognize the transition from top of the game to losing one's skill.
What will happen to all my patients in the end, some of whom I have known for 25 years or more? Why can't I say "NO", even though I know that for every yes, it stresses the limits of what I can do? Why is the acuity of these problems increasing instead of 
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stabilizing or decreasing? The answer should have been obvious, but it took a delayed realization that I had a hand in training a large percentage of the surgeons in our group, and they were now doing cases that in years past, would have been referred to me. Now I only get those cases that outstrips their experience, adding to my conundrum. I still can't say no, perhaps believing that so long as I say yes, the end will be forestalled.
When I visit my father, he never says a word about his end, although I can't fathom that he doesn't think about it. Yet, he occasionally sends me packages of memorabilia, that he no longer wants. When I ask him if he is ill and getting a jump start on divesting his belongings, the answer is always no. For him, like the rest of us, the end is inevitable, but I am foolish enough to believe that the end in my father's context and the end as I think of it, are mutually exclusive.
My medical assistant is charged with running my schedule and she struggles to find slots for patients that either need to be seen or think they need to be seen. Her sense of frustration with me is often palpable, and I can see in her eyes her plea for me to just say no. We both know that a simple "no" will make our work life better, and a series of "no's" will help corral my expanding practice. My covert trepidation is that it will time stamp the beginning of the end.
I have come to the stark realization that I have to learn to say no. I hope the lesson doesn't take long and consequences are do not impact my spirit. I must have faith in the future and learn to accept the things I cannot change. I must let go, but I would rather do it on my own terms. I hope that in the end, there is a future. And in the end, none of this will matter. John M. Schuberth
